Background: The rising caesarean section rate worldwide is an increasing source of concern to all. A significant contributor to this is a previous caesarean delivery. One strategy in the armamentarium of obstetricians for reducing this is vaginal birth after one caesarean section (VBAC). The safety, outcome and complications of this procedure in our Center which is in a developing country had never been studied hence the need for this work. Aim: To find out the outcome and complications of vaginal births after one caesarean delivery in our Center. Method: A retrospective study involving a ten-year review of all cases of trials of labour after one caesarean delivery in our Center was done. Result: Of the 305 trials of labour after one caesarean delivery, 221 women had vaginal birth giving a vaginal birth after one caesarean section rate of 72.5%. Majority of the babies 303 (99.2%) were alive and had good Apgar scores while 2 (0.7%) died giving a perinatal mortality rate of 7 per 1000 babies. There were complications in 21 (6.7%) of the women with retained placenta, in 7 (2.3%) of the women as the commonest, followed by postpartum haemorrhage in 6 (1.96%). Five (1.62%) women had scar dehiscence while 3 (0.98%) had uterine rupture. Conclusion: Vaginal birth after one caesarean section is safe in well selected cases even in our resource poor settings. It offers our women a culturally-acceptable option of fulfilling long-held dreams of vaginal delivery even after one caesarean section and should be offered to our women whenever possible.
Introduction
Caesarean section is one of the most common surgeries in the world. Though it can save lives and is necessary when vaginal delivery might pose a risk to the mother and baby, it can cause significant complications, disabilities or even death especially in settings that lack the facilities to conduct safe surgeries or treat potential complications. Caesarean section should therefore be performed only when medically necessary [1] . Over the years, there has been a steady rise in the rates of caesarean sections all over the world [2] [3] . As a result of these increasing caesarean deliveries, there has been increasing number of pregnancies after caesarean delivery. These pregnancies potentially expose the women to the risks of a previous caesarean delivery like uterine rupture, haemorrhage, placenta preaviae, anaesthetic problems, etc. [4] .
The increase in the rate of caesarean delivery was inter alia, attributable to Cragin's dictum of "once a caesarean always a caesarean" [5] . Caesarean section, however, is associated with increased morbidity and mortality when compared to vaginal delivery especially in resource poor countries [1] . Perhaps in recognition of the dangers posed to the mother and fetus by caesarean delivery [6] [7] , various measures have been employed to reduce the caesarean section rates. One of such measures is the trial of labour after one previous caesarean delivery [1] [8] . In fact, there is consensus by the National Institute of Health and Excellence, Royal College of Obstetricians and Gynaecologists, American College of Obstetricians and Gynaecologists and National Institute of Health that planned vaginal delivery after one Caesarean section is a clinically safe option for majority of women with a single previous lower segment caesarean section [9] . In making the above assertion, they went on further to state that such a strategy is not just supported by health economic modeling but also would at least limit any escalation of caesarean delivery rate and maternal morbidity associated with multiple caesarean deliveries. In addition to these numerous benefits, this option of delivery provides our women who desire a vaginal delivery after a previous caesarean delivery with the possibility of achieving the long-cherished goal of a vaginal birth even after one caesarean delivery.
Though the importance attached to vaginal delivery may seem trivial to people and practitioners in advanced climes, it is indeed a very serious consideration to our women in developing countries where abdominal delivery is often regarded as a denial of normal motherhood-a view that puts pressure on women to attempt vaginal delivery after previous caesarean section often without proper supervision.
The outcome, safety and associated complications of vaginal birth after one caesarean section differ from region to region and even in different parts of the same country. It is against this background that we are undertaking this study to find out the outcome of our management of vaginal births after one caesarean section and the associated complications and to compare these with those of other workers. We consider this work even more compelling because it had not been done before in our Centre, Mater Misericordiae Hospital, Afikpo.
Materials and Methods
This is a retrospective descriptive study carried out at Mater Misericordiae Hospital Afikpo, Ebonyi State of Nigeria. After ethical approval was obtained for the study, a search was made through the labour ward delivery and theater registers for all the deliveries conducted from June 2002 to June 2011. From these, all the cases of trial of labour after one caesarean section were got. Their case notes were retrieved and all the relevant information was extracted and analyzed. Of the 318 case notes retrieved, only the information in 305% or 95.9% was complete and used for the study. The information retrieved included demographic data of the mothers, labour events and outcome, sex and Apgar scores of babies and any complications associated with labour and peurperium.
Those included in this study were parturient that had had one previous caesarean delivery for a non-recurrent indication whose surgery was done by skilled personal in a trusted health institution and the surgical wound healed by primary intention. These parturient in the index pregnancy haboured a singleton, average-sized fetus, had adequate pelvis with no maternal or fetal complications. The exclusion criteria were parturient who had one previous caesarean section for a recurrent indication, had wound breakdown or any other condition during the previous caesarean section that could have been thought to affect the integrity of the scar on the uterus who in the present pregnancy has inadequate pelvis, macrosomic fetus or a fetus with abnormal lie or presentation or had any condition that would contra-indicate a vaginal delivery.
In this study, a booked patient is a pregnant woman who came to the hospital to register into the antenatal clinic so that her pregnancy can be looked after in the hospital. In this study also, vaginal birth after caesarean section rate is the percentage of women who had one previous caesarean section and had trial of labour and succeeded in having vaginal birth over all the women with one previous caesarean section who had trial of labour over the study period multiplied by 100.
Mater 
Results
During the period under review, there were 11,139 deliveries out of which 305 women or 2.7 percent of the women were selected for vaginal delivery after one caesarean section. Of this number, 221 parturient out of the 305 that had trial of labour after one caesarean delivery succeeded in delivering vaginally. This gives a vaginal birth after one caesarean section rate of 72.5%.
Majority of the patients in our study as shown in Table 1 , 120 (42.3%) were in the 26 to 30 years age bracket followed by 73 (23.9%) in the 31 to 35 years bracket. 288 (94.4%) were booked. Majority, 205 (67.2%) were in the para 2 -4 bracket while 38% or 12.5% were primiparas. Majority, 189 (62%) delivered at term and majority also, 221 (72.4%) as shown in Table 2 delivered by spontaneous vaginal delivery. 84 parturient (27.6%) delivered by emergency lower segment caesarean section. Ten out of this number were from the unbooked group. As shown in Table 3 , of the 305 babies delivered, 303 were alive. Majority of them, 240 (79.2%) had apgar scores of 8 -10, 48 (15.8%) apgar scores of 5 to 7 and 16 (5.6%) apgar scores of 1 -4 in the first minute. Two babies died giving a perinatal mortality rate of 7 (seven) babies per 1000 deliveries ( Table 3) . There was no maternal death.
Complications occurred in 21 (6.9%) of these parturient as shown in Table 4 . Seven (2.3%) of these women had retained placenta, 6 (1.96%) postpartum haemorrhage, 5 (1.62%) uterine dehiscence and 3 (8%) uterine rupture.
Discussion
In our Center, vaginal birth after one caesarean section was achieved by 221 of the 305 parturient that had trial of labour after one caesarean delivery. This gives a vaginal birth after one caesarean section rate of 72.5%. This 72.5% success rate is high and could have been higher if all our patients were selected by us. This is because ten (58.8%) of the 17 unbooked patients ( Table 1 ) who came were already in labour and had to be managed and they were delivered by caesarean section. Some of these patients decided to keep away from the hospital for fear of caesarean section and only came when complication had developed and had to be sectioned.
The high rate recorded in our center could be due to good patient selection and painstaking monitoring of the patients in labour with partograph. Our success rate is in consonance with some other studies from other Centers where rate was quoted to range from 50 to 85 percent [4] [10]- [13] . Some of these Centers are in the more developed countries. We have similar rates to them, this could be due to the afore-mentioned close monitoring of our patients with partograph. Also because of fear of litigation in their practice environment [10] they were more likely to have a low thresh hold to caesarean sections thereby reducing their rates. The system of their monitoring of their patients with continuous electronic monitoring devices had been noted to increase caesarean section rates [14] . Our success rate of vaginal birth after one caesarean section rate of 72.5% also falls within the range of 60% to 80% which ACOG and SOQC guideline got from analysis of various studies in their series. This may be due to our protocol for vaginal birth after caesarean section being in tandem with the standard protocol for conducting VBAC world over. Our rate of vaginal birth after one caesarean section of 72.5% is greater than the 59.5% recorded by Obiechena et al. [15] at Nnewi, Nigeria. This may be as a result of their having a lower threshold of recourse to caesarean section in their Center.
Though majority of our patients were booked, the 17 (5.6%) unbooked patients though small contributed significantly to the outcome of VBAC in our centre. This is because 10% or 58.8% of these unbooked patients delivered by caesarean section ( Table 2 ) thereby significantly impacting negatively on the success rate of our Center in VBAC. Of the 305 deliveries, 172 (56.6%) males and 133 (43.8%) females, 302 (99.3%) were delivered alive and two were dead giving a perinatal mortality rate of 7 per 1000 births ( Table 3 ). This perinatal mortality rate is less than the 19.7/1000 recorded at Nnewi [15] . This might be due to the fact that in very big health institutions in the third world countries, beaurocracy can be an impediment to fast delivery during emergencies like fetal distress from uterine rupture or any such complication of vaginal birth after a caesarean delivery.
That 74 (24.3%) of our patients were delivered by emergency lower segment caesarean section agrees with the assertion of Sharma and Throp-Beeston [16] that 20% to 40% of attempts at trial of labour following a prior caesarean section will fail. Omigbodun also noted that the commonest complication of an attempt at vaginal birth after caesarean section was failure to achieve vaginal delivery thereby necessitating a caesarean section [4] . Our rate is lower than the 40.5% caesarean section rate got in Nnewi [15] . This may be because they have a lower thresh hold to caesarean section and/or due to their use of electronic fetal monitoring.
Fifteen or 5.6% of these babies delivered per vaginam after one caesarean section in our Center suffered from severe asphyxia as they had apgar scores ranging from 1 to 4. This is not good enough as these babies may suffer life-long disabilities that will detract from their quality of life. It is recommended that all efforts must be made by us in future to reduce this drastically in our future management. This number of asphyxiated babies could be because we monitored our parturient only by intermittent auscultation of the fetal heart using Pinard stethoscope which may not have been sensitive enough for us to pick up some cases of fetal distress early enough for intervention.
Twenty-one (6.9%) of the women on our center had various complications as shown in Table 4 . The commonest complication was retained placenta in 7 or 2.3% of this number. The high rate of this complication is in keeping with a scar on the uterus being a risk factor for its occurrence especially in anteriorly located placenta [4] . Six (1.96%) of our patients had postpartum haemorrhage. Three of our parturient or 0.98% had uterine rupture while 5 (1.62%) had scar dehiscence. Though the reported rate of uterine rupture varies in different studies, our rate of uterine rupture of 0.98% is within the quoted rate of 0.2% -1.5% for lower transverse uterine incisions [4] . Our rate of 0.98% is about the same rate of 0.7% recorded at Nnewi but our uterine dehiscence rate of 1.62% is less than the 3.9% in their series. Our rates of uterine rupture being the same may be because our practice environment is the same while having higher rate of uterine dehiscence may be due to the aforementioned beaurocratic bottle necks in big health institutions in getting the different members of the health team to work seamlessly in an emergency such as an impending rupture or dehiscence when trying of labour in women with one previous caesarean section. 1 .96% of our parturient had postpartum haemorrhage complicating their delivery. This is less than the 2.6% complication of postpartum haemorrhage recorded in Nnewi. The reason for this difference is as aforementioned.
From this study which is a retrospective descriptive study and has all the limitations of this type of study, vaginal birth after one previous caesarean section is possible in well selected cases in resource poor settings. Whenever possible, our women should always be availed of this safer and relatively less expensive option (when compared to caesarean section) of still fulfilling their cherished and long-held dream of achieving the more natural vaginal delivery after they have had one caesarean section.
